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Basal cell carcinoma (BCC) is the most common skin tumor and contains several diﬀerent histopathological types. Here, we
report a case of cystic basal cell carcinoma, which is relatively rare and might be clinically misdiagnosed. A dermatoscopic
examination of the case revealed a homogenous blue/black area usually not seen in BCC. We reviewed 102 BCC cases resected and
diagnosed at Sapporo Medical University Hospital between April 2005 and March 2010. Among them, only three were the cystic
type.
1.CaseReport
An 80-year-old woman with a nodular lesion on her right
breast was referred to our outpatient clinic in January 2010
after she had visited a local dermatology clinic. According to
the patient, the lesion had existed since her early childhood,
and its size had gradually been increasing. Clinical diﬀeren-
tial diagnosis included pigmented nevus and adnexal tumors
as well as BCC.
A dermatological examination revealed a well-demar-
cated blue/black colored nodule, measuring 10 × 7.0cm
in size, on her right breast (Figure 1). A dermatoscopic
examination showed a homogenous blue/black area in the
center of the lesion with arborizing telangiectasia in the
periphery to the surrounding region (Figure 2).
The tumor was excised with a tumor free margin of 1cm.
Histopathological ﬁndings showed tumor masses mostly
on the dermis with continuation from the epidermis in
some parts. The tumor contained cystic spaces as well as
palisading of the basaloid cells at the peripheral sites of the
tumor masses and clefts between the stroma and tumor
edge, which are often seen in typical basal cell carcinomas
(Figure 3).
2. Discussion
Basal cell carcinoma is a slowly growing malignant epithelial
skin tumor predominantly aﬀecting middle-aged and fair-
skinned individuals [1]. Histopathologically, BCCs are com-
posed of islands or nests of basaloid cells, with palisading
of the cells at the periphery and a haphazard arrangement
of those in the centers of the islands. Various morpho-
logical subtypes have been deﬁned. These include solid,
micronodular, cystic, multifocal superﬁcial, pigmented, ade-
noid, inﬁltrating, sclerosing, keratotic, infundibulocystic,
metatypical, basosquamous, and ﬁbroepitheliomatous [2].
Histological diﬀerential diagnosis should include trichoblas-
toma. Criteria that may have value in distinguishing tri-
choblastomas from BCC include the following: the pres-
ence in the former of symmetry, circumscription with
smooth margins and “shelling out” of the normal tissue,
follicular and “racemiform” patterns of lesional cells, or
the lack of a clefting artifact between stroma and epithe-
lium that is characteristic of BCC [3]. In the present
case, the tumor masses are relatively asymmetrically dis-
tributed, and clefts between the stroma and tumor edge are
observed.2 Journal of Skin Cancer
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Figure 1: (a) A well-demarcated blue/black nodule was recognized on the right anterior chest. (b) high maginiﬁcation.
Figure 2: Dermatoscopic examination showed a homogenous
blue/black area and arborizing telangiectasia.
Noninvasive procedures have been developed for the
diagnosis of skin cancers [4–7]. Among these, dermatoscopy
is the most useful diagnostic procedure with the highest clin-
ical impact in dermatologic practice to better diﬀerentiate
benign from malignant skin lesions and to detect tumors in
the early stage [6, 7].
The model for the diagnosis of the pigmented variant
of BCC is based on the absence of a pigmented network to
diﬀerentiate it from melanoma and the presence of at least
one positive feature including (1) ulceration (not associated
with a recent history of trauma), (2) multiple blue/gray
globules, (3) leaf-like areas, (4) large blue/gray ovoid nests,
(5) spoke-wheel areas, and (6) arborizing telangiectasia [8].
However, BCC may exhibit a large variety of clinical and
dermatoscopic characteristics because of its wide range of
histopathological features [9].
In the present case, the pigment network was absent and,
among the six features, arborizing telangiectasia was present
Table 1: Histopathological types of BCC cases at Sapporo Medical
University between April 2005 and March 2010.
Histopathological types Number of cases (%)
Solid 56 (54.9)
Multifocal superﬁcial 10 (9.8)
Micronodular 8 (7.8)
Sclerosing 8 (7.8)
Adenoid 6 (5.9)
Inﬁltrating 5 (4.9)
Cystic 3 (2.9)
Fibroepitheliomatous 3 (2.9)
Keratotic 1 (1.0)
Infundibulocystic 1 (1.0)
Basosquamous 1 (1.0)
Total 102 (100)
but the other features were not. Instead, a homogenous
blue/black area was seen in the center of the tumor, which
could be distinguished from the large blue/gray ovoid nests.
Histologically,cysticareasoverlaythetumor,whichmayhave
been the reason for the homogenous blue/black area. The
mechanism of the cyst formation was assumed to be massive
cell necrosis in the central part of the tumor, which was
caused by the rapid tumor growth [1].
We evaluated 102 cases of BCC diagnosed at our hospital
between April 2005 and March 2010. They were classiﬁed
into pathological subtypes as shown in Table 1. The solid
type was the most frequent in our database as reported
elsewhere[2].Thecystictypewasrelativelyrare(2.9%)inthe
present study (Table 1). Among two other cases of the cystic
type, in one, the patient did not undergo a dermatoscopicJournal of Skin Cancer 3
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Figure 3: (a) Histological ﬁnding showed tumor masses mostly on the dermis with continuation from the epidermis in some parts. The
tumor contains cystic spaces. (b) Clefts between the stroma and tumor edge are seen. (c) Palisading of the basaloid cells at the peripheral
sites of the tumor masses is noticed.
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Figure 4: Histological examination showed multiple variably sized
nodules with continuation of the epidermis. A cystic area underlies
the tumor masses.
Figure 5: Dermatoscopic examination showed multiple blue/gray
globules and arborizing telangiectasia, lacking a homogenous
blue/black area.
examination. In the other case, multiple blue/gray globules
and arborizing telangiectasia were observed, but there were
nohomogenous blue/blackareas(Figure4).Thismaybedue
to the fact that, unlike the present case, a cystic area existed
under tumor masses (Figure 5).
3. Conclusions
In conclusion, we herein reported a cystic BCC showing a
blue/black nodule on the right chest wall. Dermatoscopy
revealed a homogenous blue/black area with arborizing
telangiectasia. This rare clinical appearance made it diﬃcult
to diagnose; however, our ﬁndings suggest that BCC should
be considered when a dermatoscopic examination reveals
a cystic lesion with a homogenous blue/black area with
arborizing telangiectasia.
Abbreviations
BCC: basal cell carcinoma.
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